Age, gender and duration of symptoms were determined, together with all treatment options/information provided to patients. 50 consecutive patients were questioned. The mean duration of LBP was 8.7 months. Average age was 45 years. The percentage of patients attending each modality is shown in table 1 . No patients received all the treatment modalities, and 4% had failed to receive any prior to consultation. 78% had received two modalities at time of referral.
The NICE guidelines provide evidence-based best practice for managing acute persistent LBP. They offer a strategy for primary care management prior to spinal outpatients referral. Surgery is considered only after other modalities have failed. Appropriate management of this complex patient group has the potential to minimize those with disabling long-term back pain, and reduce the personal, social and economic impact of LBP. 2 NICE identifies various multidisciplinary treatments including promoting patient self-management through advice and information. They aim to reduce the impact on a patient's dayto-day life, even if the pain cannot be relieved completely. 2 Only 18% of patients had received written information or advice. NICE advise referral to a combined physical and psychological treatment programme but such a service is not provided by healthcare trusts within Northern Ireland. NICE recommends acupuncture. Systematic reviews have found it a useful adjunct to conventional care. 4 In this cohort, only 12% received acupuncture. Availability of NHS acupuncture is limited in our region.
Referral to a surgeon may be for advice and reassurance, and the assumption that all patients being referred should have undertaken all modalities would be unfair. Referral pathways may reflect longstanding traditional routes, possibly explaining the large percentage receiving physiotherapy compared to complementary therapies.
Despite a full complement of treatments there will always be patients refractory to conservative management who may benefit from spinal outpatients referral. Further studies may determine whether greater awareness and adherence to such guidelines improves clinical outcome. At present the adherence to the guidelines is inconsistent. New guidance must be effectively disseminated among healthcare professionals to offer patients the best evidence based care and ultimately reduced the morbidity and economic impact of the condition. Treatment options proposed need to be available to the primary care physician, perhaps explaining why, within our region, such guidelines cannot be fully observed. With the progressive deinstitutionalisation of psychiatric services to the community, episodes of acute illness are being increasingly managed without hospital admission. The establishment of Home Treatment/Crisis Response (HTCR) mental health teams has allowed alternatives to be offered. In areas with HTCR team intervention there have been reduced rates of hospital admission 1, 2 , reduced lengths of in-patient stay 1 and higher levels of satisfaction among users and families reflected by reduced loss to follow-up 3 .
In 2007 the Southern Trust established the first Home Treatment Service to exist outside of Belfast, only the second of its kind in Northern Ireland and the first to gate-keep all acute psychiatric admissions. It offers an alternative to inpatient care for patients who in the absence of the service would imminently require hospital admission. HTCR also facilitate early hospital discharge.
The patients will have a serious mental illness or complex psychological needs. They are vulnerable or disabled to the extent that they need intensive or extended hours of treatment and support. Treatment is delivered by a multidisciplinary team offering home-based care from 9am -9pm, 7 days a week, 365 days a year. The same team also provides a Crisis Response service for people with a mental health crisis outside of working hours. The team triage referrals and gatekeep all potential hospital admissions, seeing patients within 2 hours when a clinical and risk assessment is completed. Being within the home enables robust assessment of the patient's social supports allowing the team to address directly any effects these may be having. Cases are discussed at twice daily handovers, with review of the overall care plan occurring during the twice weekly, consultant led multidisciplinary clinical meeting. Discharge planning is paramount with discussion on relapse indicators, relapse plans and a joint home visit to handover to a patient's long term key worker.
The switch of the hospital admission gate-keeping role from sector consultants and GPs to the team has been a challenging transition. However, ongoing development of gate-keeping is vital to ensure the continued effectiveness of the team 4 .
We are fortunate that Home Treatment offers an alternative to patients, carers and clinicians. While endorsing it in its own right it is clear that its ultimate usefulness is within the context of an integrated comprehensive mental health care system. . We report a case of CV line perforation into the pericardium that was diagnosed early by a simple contrast study.
A male neonate was born by elective Caesarean section following an antenatal diagnosis of exomphalos major. During a stormy in-patient course, a left-sided subclavian line (SCL) was inserted on day 33 of life. In the hours that followed, the patient's left arm and face were noted to be "puffy". The SCL was documented to be flushing easily but not bleeding back; its use was discontinued and a "linogram" contrast study requested [ Fig. 1 ]. Contrast was seen outlining the central great vessels and the superior aspect of the pericardial sac. A follow-up chest radiograph showed layering of contrast within the pericardial sac, outlining the heart [ Fig.  2 ]. An echocardiogram demonstrated a small pericardial effusion.
The infant gradually recovered from his surgeries over the next weeks and was discharged at 3 months.
discussion
Complication rates for CV catheter insertion vary between studies depending upon the puncture site. Earlier studies reported rates of up to 6% for infra-clavicular subclavian line insertion (2) , with the rate of complication being less for those operators with greater experience (3,4).
In the described case, no problems at the time of line insertion were recorded in the patient's operative notes, and an immediate chest radiograph showed a catheter that appeared to be well placed. A subsequent contrast study showed the line tip to have perforated into the pericardial sac; a complication that is associated with a significant mortality 
